Should infection follow perianal or submucous injection, a very rare happening, it would happily be confined to the submucous and perianal spaces. The resulting abscess or fistula could easily be dealt with. Should the injections be wrongly put extra-rectally or into the ischio-rectal fossa, a serious abscess or fistula requiring extensive operations and much time in healing would result; so injections into the ischio-rectal space should be avoided.
Should infection follow perianal or submucous injection, a very rare happening, it would happily be confined to the submucous and perianal spaces. The resulting abscess or fistula could easily be dealt with. Should the injections be wrongly put extra-rectally or into the ischio-rectal fossa, a serious abscess or fistula requiring extensive operations and much time in healing would result; so injections into the ischio-rectal space should be avoided.
It should, however, be stated that perianal and submucous infection and abscess are the rarest of complications; an arresting fact when one reflects on the bacterial population of the coverings through which the puncture is made.
Mr. S. 0. Aylett: Following the third injection for himorrhoids, a colleague of mine developed acute pain in the region of the liver. Within ten minutes of the treatment the pain was severe and the patient had to retire to his bed.
Within twenty-four hours the liver had become enlarged to two fingerbreadths below the costal margin, and mild jaundice resulted. He was confined to his bed for ten days before the condition subsided.
The injection was in no way different from the hundreds performed in proctological practice.
No blood was withdrawn into the syringe before injection with 5 % phenol in oil, and the treated heemorrhoids ballooned up in the usual fashion. In spite of this it seems certain that some of the phenol had entered a vein and had been carried to the liver via the inferior mesenteric vein. Recovery from the complication has been complete.
Three Unusual Cases of Colitis Treated by Surgery
By E. C. B. BUTLER, F.R.C.S.
THE term colitis or ulcerative colitis has often been applied to any inflammatory condition of the large bowel for which no definite cause could be found. The time has now come when the term ulcerative colitis should be reserved for those cases where the whole or distal part of the colon is involved by disease and where the ulcerated mucosa has been demonstrated at sigmoidoscopy. Segmental areas of colitis or those infections attacking the proximal colon should, I suggest, be placed in a separate category since their prognosis differs from true ulcerative colitis; if surgical treatment is required an ileostomy is rarely needed and their response to less drastic methods is most encouraging. The following 3 cases were all diagnosed: "? ulcerative colitis" at one time or another; none of them ever showed the true sigmoidoscopic picture of ulcerative colitis. Case 1.-Female aged 23. History.-Twelve months' gradual onset of diarrheea and colicky abdominal pain; she lost 2 st.
in twelve months. For the last three months she had noted a lump in her abdomen.
8.6.47: She was admitted to the London Hospital with the provisional diagnosis of tuberculous peritonitis.
On examination.-A wasted girl with an irregular pyrexia up to 102°F. Stools showed no pathogenic organisms. There was a large tender swelling in the right iliac fossa. A barium followthrough meal showed a filling defect in the cxecum with spasm and loss of haustration in the proximal colon.
Operation.-18.6.47: Laparotomy. The terminal 6 in. of the ileum were thickened and cedematous to form a tube which was attached to the anterior abdominal wall; this was the lump which could be felt before operation. There were many enlarged glands in the mesentery. The cxcum, ascending and transverse colon were thickened and indurated, the remainder of the large bowel was normal.
The ileum was divided and the distal end embedded some 2 in. above the diseased portion. The proximal end of the ileum was anastomosed end to side into the pelvic colon. After operation a swinging temperature developed and an abscess became evident in the right iliac fossa. Aspiration showed 20 c.c. of pus; culture showed at various times Staph. aureus, anaerobic streptococci, and B. coli.
The abscess was treated by repeated aspiration and injection of, at first, penicillin and later 1/10 gramme of streptomycin daily for six days. At the end of this time only a little clear fluid was withdrawn and the patient's temperature was normal. She then made a quick recovery and regained her weight rapidly. Since leaving hospital she has attended the follow-up clinic every three months. She has no abnormal symptoms or signs and is able to do her work.
Comment.-This patient was probably a case of Crohn'disease of the terminal ileum which had spread into the proximal half of the large bowel. The rapid relief of symptoms following division of the ileum with anastomosis of the ileum to the pelvic colon was most striking and so far colectomy has not been required. The sterilization of the abdominal abscess by repeated injections of streptomycin was also instructive; open drainage was avoided and so was the risk of a persistent mucous fistula.
Case 2.-Woman aged 35. History.-Eleven months' diarrheea, intermittent pyrexia and loss of weight. On examination.-A wasted, ill woman with an irregular pyrexia. There were no abnormal physical signs. A barium enema showed signs of inflammation of the proximal colon as far as the beginning of the pelvic colon. Sigmoidoscopy was normal to 20 cm.
In spite of general treatment and blood transfusions her condition became steadily worse.
Operation.-20.8.47: Laparotomy. Chronic inflammation of the whole of the large bowel from the caecum to the commencement of the pelvic colon; there the disease stopped abruptly. The transition from the thick indurated bowel to normal pelvic colon was most striking. The small intestine was normal.
The pelvic colon was divided 2 in. distal to the disease and the proximal end was brought out as a mucous fistula. The distal end was embedded. The ileum was divided, the distal end was embedded and the proximal end anastomosed end to side into the normal pelvic colon.
The patient made a smooth and rapid recovery; her appetite returned and she rapidly gained weight.
Since her operation she has attended hospital every three months. Except for an irregular discharge of mucus from her fistula she has no complaints. A colectomy has not been required.
This patient evidently suffered from that form of colitis which has been well described (Crohn, B. B., Garlock, J. H., and Yarnis, H. (1947) J. Amer. med Ass., 134, 334). In their experience about 8 Y. of colitis cases fall into this group. Diarrhoea and rectal bleeding are not prominent symptoms but constitutional reactions are often severe and a large number of these patients develop arthritis. If untreated the colitis tends to progress distally until the whole colon may become involved. The object of surgical treatment is to isolate completely the diseased colon. Division of the colon distal to the disease is considered an essential step otherwise the infection might still creep down the bowel and could then not only invade the rectum but also the site of the anastomosis and thus invade the small gut.
If symptoms persist after the exclusion operation then a subtotal colectomy can be performed when the patient's general condition is better suited to a major operation. History.-Since the age of 21 he had suffered from severe attacks of asthma. In 1940 he was treated as a case of ulcerative colitis. Since that date he had had recurrent attacks of rectal bleeding with some diarrhoea. Lately he had been worse and his Hb had fallen to 43 %. On examination.-4.2.48: A pale man with no abnormal signs save those of chronic bronchitis. Sigmoidoscopy showed no ulceration but the mucosa was cedematous. A barium enema was normal. He was discharged home. 29.9.48: He was readmitted with increasing anemia. Bleeding time, clotting time and prothrombiu estimations were normal.
Operation.-28.10.48: Laparotomy. The whole colon from cvcum to lower pelvic colon appeared himorrhagic; the coats were cedematous but there was no real induration. If rubbed, the surface of the bowel resembled that seen over an active peptic ulcer. The abdomen was closed.
18.12.48: After consultation with the patient an ileostomy was performed.
9.3.49: Removal of the left half of the colon. He recovered well and attended the follow-up clinic;
he was readmitted because of persistent bleeding from his mucous fistula.
28.9.49: The remainder of the proximal latge bowel was removed. The operation was difficult as the mesentery was loaded with fat and bleeding was excessive.
His recovery was prolonged by the following complications: intra-abdominal abscess, fecal fistula and B. coli bacteriemia from a thrombophlebitis. Fortunately he survived all these catastrophes and is now home. In the future it may be possible to close his ileostomy by anastomosing it to the stump of his pelvic colon.
Pathological report on the removed colon (Professor Dorothy Russell and Dr. W. W. Woods):
Macroscopical
Resection of lower part of colon 9.3.49 (S.D. 415/49) The piece of colon is about 20 to 25 cm. long and 3 5 to 4 5 cm. in circumference after some hours in formaldehyde. The mucosa is normally folded and is injected by numerous minute red specks. This redness is now only moderate and in places slight. There are no erosions, ulcers or membranes.
There is no obvious thickening of mucosa (O 15 cm. thick), submucosa (0 3 cm.) or muscle (0-25 cm.).
Meso-colic glands are very small (largest 0-4 cm. diam.). Three pieces of colon were taken for section.
Resection of caecum and remainder of colon 29.9.49 (S.D. 3841/49)
The gut is about 78 cm. long and varies in circumference from 7-5 cm. in ascending colon to 4 cm. in splenic flexure, after one hour in formaldehyde. The mucosa in cecum, ascending colon and hepatic flexure is deep red, in transverse colon paler, but quite pronounced red, and in remainder pinkishgrey. In the coecum there are a few purplish-red patches and some of them have a very thin, opaque, grey membrane on their surfaces; there are smaller similar areas in ascending colon. The submucosa is swollen (about 0-5 cm. thick) and gelatinous, suggesting cedema. The appendix has numerous red patches on its mucosa. Meso-colic glands must be very small because none were found in the abundant fat.
Pieces taken for sections were two from czcum and one each from ascending, transverse, splenic flexure and descending colon.
Microscopical
The changes are almost the same throughout all the nine sections taken from different parts of the large intestine removed at the two operations. They indicate diffuse inflammation of an ordinary simple type affecting mucosa and inner part of submucosa.
In the lumina of a moderate number of mucosal glands there are small masses of neutrophil leucocytes (pus), and occasionally red blood corpuscles. There are neutrophil leucocytes between the surface epithelial cells, these leucocytes being on their migration to the lumen of the gut.
In many places the superficial epithelium is absent. Most of this is probably due to post-operative trauma during examination of the specimen. But there are a few minute areas where neutrophil leucocytes have poured through breaches in the epithelium and these areas are therefore probably pathological erosions. There are, however, no well-established ulcers such as one would have expected to be associated with the clinical hemorrhage.
Very numerous plasma cells are packed closely in the mucosal stroma, obviously in greater number than in normal mucosa. Eosinophil leucocytes are moderately numerous, but are not more than are found in many simple inflammations.
Mucosal capillaries are congested. Red blood corpuscles lie free in many small areas of mucosa, mainly superficial, and in the cecum there are a few larger superficial haemorrhages at breaches in mucosa and muscularis mucose, with on their surfaces indefinite membrane of red corpuscles, leucocytes, epithelial cells and a little fibrin, but it is difficult to exclude operative trauma as the cause of these. The blood vessels just outside the muscularis mucosa are dilated in all sections, and in this plane there is moderate infiltration with plasma cells, lymphocytes and eosinophil leucocytes. Occasionally this infiltration is concentrated around the vessels, but there is neither hyaline degeneration nor necrosis of any vessel.
In a section of descending colon there are in the submucosa two minute groups of giant cells like those of tuberculosis, but these minute groups are not like tuberculous lesions because although they contain lymphocytes, there are hardly any epithelioid cells. There is one similar group in the submucosa of the transverse colon. But these are the only items by which this superficial ceco-colitis differs histologically from other examples of simple inflammation. For instance, the changes are similar to those in ordinary acute catarrhal appendicitis.
The muscularis is normal. The inflammation of serosa in some sections is obviously the result of previous operations. I have never encountered a similar case before and was unable to find a similar one in the hospital records. In my opinion this man may have suffered from an allergic manifestation in his colon allied to his asthma. On top of these allergic attacks he had gradually developed a simple colitis which in time might have developed into a true ulcerative colitis. Neither at operation nor in the specimen was there any evidence that he had ever suffered from an ulcerative lesion.
Comment.-The diagnosis of colonic disease is difficult despite the aid of radiography; the diagnosis of ulcerative colitis should never be made in the presence of a normal rectal mucosa.
If surgical treatment is required for any type of colonic infection then multiple stage procedures should be carried out whenever possible; they are far safer and it is quite likely that the second operation may never be required.
Mr. Guy Blackburn quoted a case of regional colitis in a lady of 72, with a very short history and no disease in the small gut. This was analogous to regional ileitis, and it was clear that a process similar to regional ileitis could occur in the large gut without any lesion in the ileum or jejunum. The absence of lymph-node involvement in the large bowel contrasted with the clinical picture of Crohn's disease.
Mr. John Hosford said that he had not had the same happy experience as some other surgeons in excluding a loop of bowel affected by Crohn's disease but had found it necessary to do a second operation to excise the entire lesion. Before showing this film, Mr. Gabriel mentioned a few points as guidance to those who might contemplate having a surgical film made.
(1) As the operation proceeds from stage to stage the various steps have to be indicated either by "cutting" or by "fading". The "cutting" method is, I think, more neat and gives a quick transition readily appreciated by those who are familiar with the technique of the operation which is being demonstrated: whereas the "fading" method gives a blurred image for a second or two and this gives a warning that another step is following. Perhaps the "fading" method has some advantages for those who are not familiar with the operation. fn this film both these methods are shown, the "fading" method being evident particularly in the perineal stage.
(2) When a long focus lens is used as it was in parts of this film, especially in order to get a close-up view of the perineal dissection, it must be remembered that the field is quite a small one, probably not more than 12-15 inches in diameter. Time must therefore be given to the film operator to get his camera properly aligned and focused, and if the surgeon wishes to demonstrate any particular point he must be sure that he is within the restricted field that is being filmed.
(3) As regards the use of titles and sub-titles, I think in a silent film such as this if long descriptive sub-titles are used they rather tend to break the continuity and smooth flow of the film. f therefore decided in this film to cut the legends down to the -bare minimum, namely a short sub-title before each of the three main stages of the operation (preliminary abdominal exploration, perineal dissection, abdominal mobilization and completion of colostomy), together with an indication of the time usually taken over each stage in a reasonably favourable case.
[The colour film was then shown] Mr. Gabriel then continued: The advantages of this method may now be indicated briefly. The perineal dissection is done early in the operation by accurate dissection. The pelvis is cleared from below upwards: this is a great advantage when a massive growth has to be mobilized, especially in men with a narrow pelvis.
The rectum and whole of the pelvic colon are removed up to the left iliac colostomy: this is of much importance when related polypi or multiple carcinomas are present.
There is no intraperitoneal division of the bowel. A steep Trendelenburg tilt is not required and when the peritoneal stitch is begun from below, most cases need no more than 15 degrees tilt head down, or possibly up to 20 degrees for a few minutes when closing the pelvic floor (Fig. l) . There is no doubt that a high Trendelenburg tilt imposes a great strain on the heart and respiration of many patients, especially
